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Abstract
The purpose of this study was to explore the
relationship between rural community leaders' knowledge of
the role of the nurse practitioner and rural community
l eaders' acceptance of the nurse practitioner as part of the
community health care system.

King's

(1981) conceptual

framework for nursing provided the direction and structure
for this descriptive correlational study.

Fifteen subjects,

who held a position of leadership within a rural northeast
Mississippi county, participated in the study.

Data were

collected using the Modified Kviz Knowledge Questionnaire
and the Modified Kviz Acceptance Questionnaire and were
analyzed using the Pearson product moment correlation.
The hypothesis for this research was:

There will be a

positive relationship between knowledge about the nurse
practitioner role and acceptance of the nurse practitioner
role by rural community leaders.

Data analysis revealed a

significant relationship between rural community leaders'
knowledge and acceptance of the nurse practitioner role.
The hypothesis was accepted.

The findings indicate that

rural community leaders generally have a broad knowledge
base and generally accept a broadly defined role for the
nurse practitioner.
iv

Recommendations for future research include replication
of the study with a larger sample size, a different ranking
of community leaders, a different data collection technique,
and with parametric testing of the two instruments.
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Chapter I
The Research Problem
In 1965 at the University of Colorado, the expanded
role for nurses was developed.

It was envisioned that these

specially educated nurses would be able to provide primary
care and supplement the physician shortage, particularly in
the rural areas of America.

Those first graduating nurse

practitioners assumed they would be accepted by consumers
and welcomed by overworked physicians.

However, these

nurses were confronted with physician rejection, consumer
hesitancy, and community indifference which has resulted in
slow establishment of the nurse practitioner as a primary
health care provider and the perpetuation of
disproportionate health care services.
Several studies, conducted since 1965, have
demonstrated nurse practitioner competency and consumer
acceptance.

However, studies conducted to measure physician

acceptance of the nurse practitioner reveal, at best,
marginal acceptance of the role.

Slowly, nurse

practitioners are beginning to research and write about
marketing and economic strategies to promote their r o l e s .
These strategies address advertising techniques and
community assessment procedures which define population,
1
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including age, disease prevalence, and sources of revenue.
However, community leaders, as supporters of the nurse
practitioner role, have been overlooked as strategic target
groups for marketing.

Since researchers have not

investigated how community leaders might affect acceptance
of the nurse practitioner role, the focus of this research
was to explore the relationship between knowledge of the
nurse practitioner role and acceptance of the nurse
practitioner role by rural community leaders.
Introduction to Problem
The nurse practitioner is a vital resource for
providing and improving primary health care in rural areas,
where availability and accessibility to health care services
are generally poor.

The Mississippi statewide

physician/population ratio is 1:864 while the primary care
physician/population ratio for Mississippi is 1:1731.
According to the Director of the Division of Planning and
Resources, Mississippi State Health Department,

"The issue

is not so much the total number of physicians but rather the
distribution of primary care providers"
communication, October 1989).

(personal

Nurse practitioners can play

a major role in correcting this maldistribution of primary
care providers.
Researchers from the Office of Technology Assessment
(OTA) examined the practice of the nurse practitioner (U.S.
Congress, Office of Technology Assessment [OTA],

1986).

OTA
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representatives reported to Congress that consumers of nurse
practitioner services are primarily individuals who are
elderly, have low socioeconomic status, or have become
dissatisfied with traditional health care services.

These

findings also were reported by Kviz, Misener, and Vinson
(1983) and Shamansky and St. Germain (1987).

The OTA report

demonstrated that many of these consumers had health care
financed by the Federal and State health care programs
(Medicare and Medicaid).
however,

Smith and Shamansky (1983),

found that the users of nurse practitioner services

were primarily women who were relatively more affluent and
better educated.

However, in terms of power to make

community decisions, these consumer groups were considered
relatively powerless.
While it is well documented that consumers have a high
level of acceptance for the nurse practitioner role
(Edmunds,

1978; Facione & Facione,

1985; Zikmund & Miller,

1979), consumers in the groups served by the nurse
practitioner have little authority and community decision
making ability.

These consumers are not able to effectively

influence the acceptance, recruitment, or sponsorship of the
nurse practitioner.
ability,

Because of this lack of decision-making

it is necessary to study members of the community

who do have the power to influence and to affect the
acceptance, recruitment, and sponsorship of the nurse
practitioner.
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A segment of the community that may represent an
untapped source to effectively market the services of the
nurse practitioner as a primary health care provider
includes community leaders.

These leaders hold positions of

authority and should have the power to influence the
activities within the community which may include
negotiating for new economic opportunities such as the
location of a new factory or industry.

They are generally

charged with providing and ensuring access to basic services
such as water, electricity, and fire and police protection,
as well as health care services.

Just as effectively,

community leaders may negotiate to block a new business,
industry, or service based on community goals or vested
political interests.
Neither the knowledge level of community leaders about
the role of the nurse practitioner nor community leaders'
acceptance of the nurse practitioner have been researched.
Therefore, the purpose of this study was to explore the
relationship between the rural community leaders' knowledge
of the role of the nurse practitioner and the rural
community leaders' acceptance of the nurse practitioner as
part of the community health care system.
Theoretical Framework
The theoretical framework for this research is King's
(1981) conceptual framework for nursing.

To place this

research within King's conceptual framework one must analyze
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the social system component of the framework.

This system

has been defined as the supra-system in which interpersonal
systems are experienced.

The concepts of organization,

authority, power, status, and decision-making serve to
identify various factors which may impact upon human
interactions.

King suggests that there are social forces in

constant motion in social systems; the interplay forces
influence social behavior, social interactions, social
perceptions, and health.

In this study, the social system

is the community in which the nurse practitioner wishes to
gain acceptance.
Organization is operationally defined as being composed
of human beings with prescribed roles and positions who use
resources to accomplish personal and organizational goals
(King,

1981).

Authority is said to (a) be legitimate and

perceived by individuals ; (b) reside in the position held by
a person who distributes the sanctions and rewards ; (c)
reside in the competence of a person with special knowledge
and skills, such as professionals; and (d) reside in the
person who uses human relations skills to exercise
leadership in a group (King, 1981).

In this study, the

community leader has prescribed roles and positions and uses
resources to accomplish personal and organizational goals.
The community leaders have either legitimate or perceived
power.
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Power is the process whereby one or more persons
influence other persons in a situation;

it defines a

situation such that people will accept what is being done
while at the same time they may not agree with the action
(King,

1981).

Status is the position of an individual in a

group, or a group in relation to other groups in an
organization (King, 1981).
organization,

Decision-making,

in an

is a dynamic and systematic process by which

goal-directed choice of perceived alternatives is made and
acted upon by individuals or groups to answer a question and
attain a goal (King,

1981).

Power is the vehicle that the

community leader uses to exert his influence over others.
The community leaders have the power, given by their
position, to influence or direct the social system in their
acceptance or rejection of the nurse practitioner role.

In

order for the nurse practitioner to reach the individual,
the social system must interact with the nurse practitioner
in order to establish the role as a legitimate component the
social system with which the community interacts.
Significance of the Study
Consumers' knowledge and acceptance of the nurse
practitioner role has been researched extensively (Kviz et
al.,

1983; Smith & Shamansky,

1987; Zikmund & Miller,

1979).

1983; Shamansky & St. Germain,
Before now the rural

community leaders' knowledge and acceptance of the nurse
practitioner role has not been researched.

Rural community
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leaders hold positions of power, authority, and influence
and may be able to assist the entry of the nurse
practitioner into the community health care system.

It is

within the role of the family nurse practitioner to explore
the relationship between knowledge and acceptance of the
nurse practitioner role by rural community leaders.

The

findings of this research assists the nurse practitioner in
identifying educational needs of the rural community leaders
and in developing effective marketing strategies.
Assumptions
This correlational study regarding knowledge about the
nurse practitioner and acceptance of the nurse practitioner
by rural community leaders is based on the following
assumptions ;
1.

Knowledge affects decision-making.

2.

Acceptance affects the actions of the individual.

3.

Rural community leaders, rather than consumers,

have the power directly and indirectly to affect acceptance
and sponsorship of the nurse practitioner.
Statement of the Problem
The role of the rural community leader in effectively
marketing the nurse practitioner concept has not been
explored.

The rural community leader may or may not have

sufficient knowledge about the nurse practitioner role to
support or reject the concept.

Marketing strategies might
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be targeted toward increasing knowledge or capitalizing on
existing knowledge in an effort to promote acceptance of the
nurse practitioner role.
research was :

The question addressed by this

Is there a relationship between rural

community leaders' knowledge about the nurse practitioner
role and rural community leaders' acceptance of the nurse
practitioner in the community health care delivery system?
Hypothesis
The directional hypothesis generated for this research
is stated as follows;

There is a positive correlation

between knowledge about the nurse practitioner role and
acceptance of the nurse practitioner role by rural community
leaders.
Definition of Terms
Definitions of key terms used in this study include the
following;
Knowledge :

having a familiarity, awareness, and

understanding of facts, concepts, and ideas.

Knowledge is

operationalized as p < .05 on the Modified Kviz Knowledge
Questionnaire (see Appendix A).
Nurse practitioner :

a masters prepared registered

nurse who can, according to a Mississippi Board of Nursing
approved protocol, diagnose and treat minor injuries as well
as acute and chronic diseases across the age span.
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Acceptance ;

defined in terms of receiving what is

offered with a consenting mind or agreeing and approving of
what is given.

Acceptance is operationalized as p < .05 on

the Kviz Modified Acceptance Questionnaire (see Appendix B ) .
Rural community leaders :

those who may influence and

guide the course of activities in the community as the
community pursues freedom of choice, autonomy, economic
survival, and independent living styles.

The operational

definition of rural community leader is elected officials,
appointed officials, civic organization officers, and
professionals within the community.

Chapter II
Review of Literature
This chapter presented a review of the literature
relevant to the study of rural community leaders* knowledge
and acceptance of the nurse practitioner.
review focused on three main issues:

The literature

acceptance of the

nurse practitioner by consumers and physicians, competence
of the nurse practitioner, and marketing of the nurse
practitioner role.

While each of these areas has been

studied and researched, the role of the rural community
leader has not specifically been addressed.

This review

provided an overview of the current status of research in
the areas of acceptance, competence, and marketing.
Acceptance
In 1983, Kviz et al. conducted a large scale survey of
rural consumers

(N = 3,056)

in the midwestern United States.

Respondents were asked whether they would allow a nurse
practitioner to perform each of 12 activities commonly
performed by a nurse practitioner.

The results indicated a

general acceptance of a broadly defined role for the nurse
practitioner.

Of the respondents,

90% would allow a nurse

practitioner to take routine measures, give shots and
10
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vaccinations, take laboratory samples, and record their
health history.

One half of the respondents would allow a

nurse practitioner to make follow-up house calls after
treatment by a doctor, explain the doctor's diagnosis,
diagnose minor injuries, diagnose minor illnesses, decide
whether they should see a doctor, and perform minor surgery.
Only two of the nurse practitioner activities were not
acceptable to a majority of the respondents.

Less than half

(45.4%) would allow a nurse practitioner to prescribe
medication and treatment for a minor illness or injury, and
43.8% would allow a nurse practitioner to perform a complete
routine physical examination.

Acceptance of the nurse

practitioner was greater for functions that are part of the
traditional nurse's role than it is for less traditional
functions

(Kviz et al., 1983).

Opposition to a nurse practitioner performing some of
the functions under study might be attributable to a lack of
public awareness of the competency of nurses to perform
functions that traditionally have been viewed as belonging
only within the physician's sphere of practice.

Kviz et al.

(1983) suggest that this problem should be addressed by
patient education regarding functions currently being
performed by nurses that previously were performed only by
physicians.
Variance and multiple regression techniques were used
to analyze the scores on the nurse practitioner acceptance
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scale.

Acceptance of the nurse practitioner was highest

among respondents who were young, male, and with a
relatively low income.

Acceptance also was high among those

who were dissatisfied with the explanation of diagnosis and
treatment received at their usual source of health care.
Kviz et al.

(1983) recommend a prospective study design

to determine the relationship between conceptual acceptance
of the nurse practitioner and actual utilization of the
services

of a nurse practitioner.

Although

the finding that

the nurse practitioner role is conceptually

accepted by most

of the respondents might be interpreted as indication of a
general predisposition to utilize the services of a nurse
practitioner, it cannot be interpreted as indicating that
the same

people would actually use a nurse practitioner

one were

available to them.

In the same year Kviz et al.

if

(1983) studied consumer

acceptance of the nurse practitioner. Smith and Shamansky
(1983) were on the Pacific coast conducting similar
research.

A stratified random sample of 239 Seattle

residents were included in a telephone survey to investigate
the relationship between consumer values and consumer
intentions to use nurse practitioner services.
Evidence from the Smith and Shamansky (1983) study
suggests that potential users of nurse practitioner services
are primarily women, who are relatively more affluent,
better educated, and younger than the general population.
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Analysis of the characteristics, values, and knowledge of
this group provides valuable information for designing
effective marketing strategies to reach this target market,
meeting the needs both of consumers and providers of care.
These researchers suggest that the marketing message
should emphasize the compatibility of nurse practitioner
services with personal and family norms, the advantages of
nurse practitioner services for this group of women, nurse
practitioner health education capabilities, and nurse
practitioner training and experience.

The marketing

approach should delineate the unique qualities and position
of nurse practitioners in the context of the health care
delivery system.

A clear image of the nurse practitioner

scope of practice should be communicated, enhancing the
potential for a partnership between consumer and nurse
practitioner based on informed choice.
Smith and Shamansky (1983) recommend that this study be
viewed with caution.

The instrument was used only once and

the focus was limited in that it investigated intentions
rather than actual behavior.

The researchers recommended

further investigation regarding the characteristics of
consumers already using nurse practitioner services.

The

concept of applying innovation theory to services is new and
should be replicated in other situations.
Shamansky has been involved for many years with the
issue of consumer acceptance and has worked with several
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other researchers in collecting consumer data (Shamansky,
Schilling, & Holbrook,

1984; Shamansky & St. Germain,

1987).

In each study, appreciably the same research techniques were
utilized, and the results of each study indicated a high
consumer acceptance level for the nurse practitioner role.
The replication of these studies strengthens the marketing
strategies developed by Shamansky et al. in their 1983
study.

Shamansky and associates have added greatly to the

body of knowledge concerning acceptance of the nurse
practitioner.

In addition, their research adds to the body

of knowledge regarding the marketing of nurse practitioner
services by delineating some of the factors that affect
acceptance in the market place.
Another major study conducted in Oklahoma by Zikmund
and Miller (1979) measured the attitudes of 205 rural health
care consumers toward the nurse practitioner.

A factor

analysis with orthogonal rotation was applied to 15
attitudinal variables.

Three major factors about consumers'

attitudes toward the nurse practitioner were identified:
1.

Competence.

There appeared to be strong agreement

that the nurse practitioner would be qualified to care for
minor health problems.
2.

Personal qualifications.

Respondents would spend

more time with the patient.
3.

Cost/convenience.

There was agreement that the

nurse practitioner would be convenient and available when
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needed and that the patient would save on medical bills.
Education of the public was cited as being necessary to
assure acceptance of innovative delivery systems.
In a related review study, Facione and Facione (1985)
sought to define what was meant by "acceptance" as it
applied to nurse practitioners and also to determine how
acceptance could be objectively observed and measured.
Their goal was to define acceptance in terms of patient
behavior,

i.e., behavior either verbal or nonverbal,

exhibited by the person receiving care from the nurse
practitioner.

Acceptance was preliminarily defined as

receiving what is offered with a consenting mind, agreeing
and approving of that which is given (Facione & Facione,
1985) .
Nurse practitioners

(N = 65) were invited to

participate in this study.

Of these, 34 agreed and

participated in the entire Delphi process.

This process

included responding to two written questionnaires and
follow-up phone calls.

The panel of nurse practitioners

were able to achieve consensus regarding 20 verbal and 16
nonverbal behaviors that indicated patient acceptance.
Facione and Facione (1985) suggest that the behaviors
identified are not unique to nurse practitioners and
recommend comparing behaviors identified in their study with
behaviors identified by other professionals.

The comparable

lists would be a significant step toward articulating a more
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general operational definition of acceptance as applied to
professional health care and social welfare providers.
Physician acceptance of the nurse practitioner role
also has been studied and reported in the literature.

In

1986, the U.S. Congress requested the Office of
Technological Assessment (OTA) to prepare a report regarding
the current status of nurse practitioners and the impact of
increasing their role in the health care system.

The OTA

report (1986) concludes that nurse practitioners are
competent, cost effective, and accepted by consumers and
other groups within the public; however, nurse practitioners
are not accepted by physicians.

The OTA report documented

this finding of physician nonacceptance as determined by a
Harris poll (1983) which indicated nurse practitioners'
acceptance ranging from 59% (hospital administrators)
(insurance executives).

to 7 8%

In contrast, only 24% of the

physicians polled reported acceptance of the nurse
practitioner.
In 197 9, Banahan and Sharpe surveyed 475 primary care
physicians in Mississippi regarding their acceptance of the
nurse practitioner.

The majority did not accept the concept

and indicated limited knowledge regarding the scope of the
role of the nurse practitioner.

The researchers concluded

that physician opposition to the nurse practitioner could be
due to lack of knowledge or a misunderstanding of the role
and suggested that the Mississippi Medical Association
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sponsor workshops and conferences to inform physicians about
alternative health care delivery persons.

In a recent phone

conversation (January 1990) Banahan indicated that no recent
studies have been conducted in Mississippi on this subject.
In a similar study, Wright (1975) examined the
attitudes of 49 primary care physicians in Texas.

A

structured questionnaire was mailed to local members

(N =

194) of the Academy of Family Practice Physicians.
Approximately 20% or 49 questionnaires were returned.
Wright (1975)

found the acceptance level to be low, with 35%

of the physicians willing to employ a nurse practitioner and
65% unwilling to employ a nurse practitioner.

Physician

resistance was shown in allowing the nurse practitioner to
perform physical assessment of patients, manage common
occurring illness, make hospital visits, and order
laboratory procedures.

These areas were perceived as an

infringement upon the responsibilities traditionally assumed
by the physicians

(Wright,

1975).

No recommendations were

made for future studies, and no recommendations were made
for changing the attitudes of the physicians.
In Pennsylvania, Burkett, Parken-Harris, Kuhn, and
Escovitz

(1978) conducted a parallel survey among 679

registered nurses and 597 primary care physicians.

The

survey sought to determine nurse and physician attitude
regarding the autonomy of the nurse practitioner and
specific tasks appropriate to the nurse practitioner role.
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Nurses asserted that a nurse practitioner should be allowed
an independent practice, and nurses had a higher conception
of nurse practitioner capabilities.

Physicians who were

interested in the nurse practitioner as an employee held
opinions similar to the nurses.

Physicians who were not

interested in employing a nurse practitioner held a less
favorable opinion of the nurse practitioner role and
capability.
The conclusion of the researchers is that as long as
the nurse practitioner movement is restricted to relatively
small numbers of individuals, conflict over role definitions
might be minimized.

The researchers also conclude that

younger physicians and those who have had previous
experience with nurse practitioners are more likely to have
favorable attitudes toward nurse practitioners.

This

suggests that physician-nurse conflict over these new roles
may diminish in the future (Burkett et al., 1978).
Competency of the Nurse Practitioner
The clinical competence of nurse practitioners has been
studied and reported extensively in the literature.

The OTA

report (1986) concluded that nurse practitioners are
competent in providing care that is within their scope of
practice.
In 19 78, Edmunds conducted an overview of the
literature regarding nurse practitioner effectiveness.

She

reviewed 471 books, articles, and journals, and her review
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is divided into three time periods:

Precursor Stage (1963-

1969), Role Definition and Limitations Stage (1970-1974),
and Role Consolidation and Maturation Stage (1975).

In the

Precursor Stage, much of the early writings as well as
evaluation came from two pediatric nurse practitioner (PNP)
programs in Colorado and Massachusetts.

Analysts at both

programs observed their graduates to ascertain exactly what
they could do and how well they could do it.

Quality of

care was judged to be good, and the increased time released
to pediatricians was documented.

Probably the major

contribution of this early research was promotional.

The

visibility of the pediatric nurse practitioner concept
helped win support for continuing development of the role.
In the Role Definition and Limitations Stage there was
a clear drive for legitimacy of the nurse practitioner role.
The need for acceptance from the medical profession from
which nurse practitioners received supervision produced a
research bias toward demonstrating that nurse practitioners
were both competent in delivering quality care and fully
accepted by the patient.

Research has confirmed the

competency of nurses with expanded knowledge and skills.
These studies demonstrated that nurses trained in health
interviewing, physical assessment, diagnosis, and management
could provide safe care with stabilization or improvement in
health status, compliance with treatment regimens, and
increased patient satisfaction.
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In the Role Consolidation and Maturation Stage, the
focus of inquiry was on analyzing the effect of the diverse
structures and settings on the functioning of nurse
practitioners.

Another important topic was the long-term

quality of primary care and the success of nurse
practitioners in eliciting patient compliance.

Other

investigators explored the geographical distribution of
nurse practitioners' education and practice as well as the
various pressures which determine the stability and duration
of nurse practitioner careers.

Cost effectiveness, consumer

demand, and other economic issues of primary care were also
salient areas of interest.

Finally, psychological and

personality variable were investigated as nurse
practitioners became more sophisticated in research
methodology.

Psychological traits were investigated as

determinants of effective performance.

Researchers also

investigated styles of care provided by nurse practitioners
as determinants of performance and patient satisfaction.
Edmunds

(1978) concluded that out of the multitude of

evaluation studies regarding the effectiveness of the nurse
practitioner, two main facts seem to have been firmly
established;
1.

Nurse practitioners have been fully accepted by

patients as a source of health care.
2.

The nurse practitioner is competent in the delivery

of health care.
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In a similar literature study. Sox (1979) reviewed 21
studies in which care given by a nurse practitioner was
directly compared with care given by a physician.

The

articles selected for review were based on the following
criteria:

process of health care, outcome of health care,

patient satisfaction with care, and agreement with a
physician.

After reviewing the 21 articles for adherence to

methodological standards, the conclusion was drawn that
nurse practitioner care is indistinguishable from physician
care and that patients experience a high degree of
satisfaction with nurse practitioner care.
Marketing
Marketing the services of the nurse practitioner has
only recently been studied and reported in the literature.
Marketing techniques can be useful vehicles for gaining
acceptance among consumers and physicians.
Martin (1988) outlines the process of assessing and
marketing a community.

She recommends a survey of the

community in the areas of general information, population
characteristics, socioeconomic characteristics,
environmental and safety factors, housing and
transportation, education, social and recreational
resources, community resources, and health care systems.
She concludes that before marketing can be effective all the
pluses and minuses of a community must be known.

A

community assessment provides the nurse practitioner with
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valuable information.
locale's leadership,

It reveals a composite picture of the
financial resources, power

distribution, general cohesiveness, and health status.
Martin (1988) asserts that nurses must utilize a community
health assessment if they are to change or influence the
overall health of their clients and compete in the health
care m a r k e t .
Nolan et al.

(1988) explored marketing strategies of

nurse practitioners in New York State.

A total of 1,507

surveys were sent to primary care nurse practitioners with a
total of 258 (19%) being returned.

Twelve marketing

strategies were listed on the questionnaire.

A majority of

the respondents answered "No" to 10 of 12 listed marketing
strategies.

The most common strategy used was verbal

identification of oneself as a nurse practitioner at each
client visit as well as in telephone communications.

Those

nurse practitioners who attended seminars or workshops on
marketing used significantly more strategies than those who
did not.

Those practicing more than 3 years used more

marketing strategies than those with less than 3 years
practice experience.

The researchers concluded that nurses

in expanded roles communicate their services informally.
Marketing encompasses more than a preliminary explanation of
roles and services.

Nurses have a responsibility to

capitalize on every opportunity to market themselves for
continued survival.
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In a review article, Gardner and Weinrauch (1988)
explored the pitfalls of starting a nursing practice and
presented marketing ideas that can help nurse practitioners
become successful small business owners.

The authors

discuss marketing information, competitive analysis,
location of practice, reputation,
policies, and communications.

fee schedules, pricing

The authors emphasize

reputation and respect among peers and community officials
as being an essential aspect of marketing of services.

The

authors cite the biggest impediment to gaining respect, and
a positive reputation is misinformation about the role of
the nurse practitioner, an indistinct public image of the
nurse practitioner, and an inadequate nurse practitioner
referral system.

The authors conclude that marketing

activities are not a panacea for all the challenges and
concerns that nurse practitioners face in operating their
own practices.

However,

if properly implemented, marketing

activities can strengthen patient satisfaction and enhance
small business profitability.
In an editorial related to marketing, Pearson (1987)
discusses the titling of the nurse practitioner and its role
in marketing.

In 1986, the American Nurses' Association

(ANA) Cabinet on nursing practice presented the
informational progress report to the ANA House of Delegates.
The report called for the title nurse practitioner to be
replaced with specialist in nursing.

Pearson views this as
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marketing suicide.

She points

practitioner is defined in the

out that the term nurse
dictionary and that

legislators as well as consumers know the term.

In

addition, she indicates that current literature commonly
uses the term nurse practitioner.

The lay media uses the

term nurse practitioner correctly, and the pharmaceutical
industry recognizes the term.

Pearson contends that a

change in the term now used to

describe the expanded role of

the nurse will only "muddy the

water."

Summary
This chapter of literature review has focused on three
major aspects affecting acceptance of the nurse
practitioner.

The areas covered are acceptance of the nurse

practitioner by the consumer and by physicians, competency
of the nurse practitioner, and marketing of nurse
practitioner services.

A conceptual definition of

acceptance was provided by Facione and Facione (1985).
Several studies have demonstrated that acceptance among
consumers is good (Kviz et al.,
1983; Zikmund & Miller,

1983; Smith & Shamansky,

1979) and the OTA report (1986).

Acceptance among physicians is an area which has not been
recently studied; however, older research indicates some
improvement
Wright,

(Banahan & Sharpe,

1975).

19 79; Burkett et al.,

1978 ;

Competency of the nurse practitioner has

been well documented by Edmunds

(1978) and Sox (1979).

Marketing is a relatively new area of concern for the nurse
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practitioner.

A few studies have been conducted to explore

marketing techniques (Nolan et al.,

1988), to educate nurse

practitioners regarding marketing (Martin,

1988; Pearson,

1987), and to provide useful techniques of successful
marketing (Gardner & Weinrauch,

1988).

Each of these

researchers have contributed to the available body of
research regarding acceptance of the nurse practitioner.
The focus of this research was on rural community
leaders, their knowledge regarding the role of the nurse
practitioner, and their acceptance of the role of the nurse
practitioner.
the literature.

This is an area that has not been reported in
It is assumed that rural community leaders

play a major role in admittance and sponsorship of the nurse
practitioner in their communities.

It is a goal of this

research to add to the body of knowledge regarding education
and marketing of nurse practitioner services by determining
if a relationship exists between the rural community
l eaders' knowledge of the role of the nurse practitioner and
the rural community leaders' acceptance of the nurse
practitioner into the community health care system.

Chapter III
Design of the Study
A descriptive correlational study was undertaken to
determine if there was a positive relationship between
knowledge about the nurse practitioner role and the
acceptance of the nurse practitioner role among rural
community leaders.

Permission was granted by the

Committee on Use of Human Subjects in Experimentation at
Mississippi University for Women for this research (see
Appendix C ) .

A correlational survey is designed to discover

the direction and magnitude of relationships among variables
in a particular population of subjects.

Similarly, the

investigator studies the extent to which changes in one
characteristic or phenomenon corresponds with changes in
another (Wilson,

1989).

Variables
The variables of interest for this study were the rural
community leaders' knowledge and acceptance of the nurse
practitioner as determined by the scores on the Modified
Kviz Knowledge Questionnaire and the Modified Kviz
Acceptance Questionnaire.
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Setting, Population, and Sample
The setting for this research was a rural community
located in north central Mississippi with a population of
approximately 14,000.

The community has a county owned

hospital with a bed size of 25.

There is a skilled nursing

facility attached to and managed by the hospital.
Additional health systems include a state department of
health.
practice.

The community has six physicians in private
Of these six physicians only four have hospital

admitting privileges.
practice only.

The other two have a clinic-based

One physician's practice is limited to

surgery, and his practice is limited to two days per week
(Water Valley Chamber of Commerce, October 1989).
The population included rural community leaders who
were identified from the general population of the county.
These leaders were rank ordered according to the proximity
of their positional relationship with the existing community
health care system; e.g., the hospital administrator, staff
physicians, and hospital trustees were grouped very near the
top of the rank order v i s ' a v i s ' an attorney with no
connection to the county's health care system.

Another

example of the methodology of rank ordering the list is a
comparison of two public accountants, the accountant who
audits the hospital would be much higher on the rank-ordered
list than the accountant who has no involvement in the
health care system in the county.
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Twenty to 30 potential participants were rank-ordered
in this manner and 15 individuals were selected for
participation in the order of their appearance on the list
and then in the order of their availability and willingness
to participate.

The sample of 15 included all subjects who

met the criteria, agreed to participate, and signed a
consent form (see Appendix D ) .
Methods of Data Collection
Participants were selected according to the rankordered list of rural community leaders.

The individuals

were then contacted by phone and solicited to participate in
the study.

The researcher explained the purpose of the

study and the process for collecting data.

A date and time

for administering the questionnaires were arranged.

All

participants were assured of confidentiality and were asked
to sign a consent form (see Appendix D ) .
The researcher-participant interview session consisted
of administering two sets of prepared questionnaires

(see

Appendices A and B) and a demographic data collection form
(see Appendix E ) .

One set of questions measured knowledge

and the other questionnaire measured acceptance of the nurse
practitioner role.

Estimated time for completion of the

interview session was 30 minutes.

After both sets of

questionnaires were completed, participants were given time
to ask questions and clarify issues about the nurse
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practitioner r o l e .

Data were collected from January 31,

1990, to April 23, 1990.
Instrumentation
Knowledge and acceptance of the nurse practitioner role
among rural community leaders have not previously been
researched and reported in the nursing literature.

An

instrument was not available for assessing rural community
leaders.

Therefore, the Nurse Practitioner Acceptance

Scale, developed by Kviz et al.

(1983) to measure consumer

acceptance, was modified for this researcher to measure
rural community leaders' knowledge and acceptance of the
nurse practitioner role.

Kviz granted permission to use the

instrument (see Appendix F ) .

The original instrument was

expanded to include two questionnaires:

the Modified Kviz

Knowledge Questionnaire (see Appendix A) and the Modified
Kviz Acceptance Questionnaire (see Appendix B ) .

A

researcher-designed demographic form, consisting of seven
variables, was completed for each participant.
The Modified Kviz Knowledge Questionnaire consisted of
eight questions specific to the nurse practitioner role.
The questions were answered with a "yes" or "no" depending
on the knowledge of the rural community leader.
answer was assigned a value of one.

Each "no"

A knowledge score was

computed for each rural community leader.

30
The Modified Kviz Acceptance Questionnaire consisted of
16 questions regarding the nurse practitioner role.

A

4-point Likert scale was used to record the rural community
leader's responses.
follows;
point),

The Likert was ranked and scored as

1 = Strongly disagree (0 points), 2 = Disagree (1
3 = Agree (2 points), 4 = Strongly agree (3 points).

An acceptance score was computed for each rural community
leader.
Content Validity of Design
Although the Modified Kviz Knowledge and Acceptance
Questionnaires have no established validity and reliability,
these instruments were evaluated for content validity.
Seven experts

(one health care administrator and 6 students

in a nurse practitioner program) rated the relevance of 35
items for the two instruments.

The maximum raw score for

each item was 28 (7 judges times the maximum score for each
item of 4).

The range of the raw scores was 16 (indicating

a mean rating by all the experts at 2.286) to the maximum
score of 28 (indicating that all expert judges deemed the
item relevant with a mean score of 4.0).

Eleven items were

eliminated from the instrument and 24 items were retained
for the final questionnaire.

The lowest mean score of a

retained item was 3.142, and the highest mean score of a
retained item was 4.0.
The two modified Kviz instruments were also judged by
the panel of experts, and the lowest scoring four items were
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eliminated from the final instrument.

The lowest mean score

of items retained was 3.714, and the maximum score of 4.0
was achieved by two of the items.
Methods of Data Analysis
This study sought to determine the correlation between
knowledge and acceptance of the nurse practitioner role.
Knowledge implied that the rural community leader recognized
and understood the scope of practice for the nurse
practitioner expanded role.

Acceptance implied that the

community leader was willing to use the services of the
nurse practitioner and recommend this health care provider
to constituents.
A Pearson r correlation coefficient was calculated
between acceptance and knowledge.

Pearson product moment

correlation coefficient is the simple correlation between
two variables.

A positive value indicates a direct

relationship, and a negative value indicates an inverse
relationship.

A correlation of 0 indicates no relationship,

whereas correlations approach +1 indicate strong
relationships or perfect correlations

(Wilson,

1989).

alpha level for the hypothesis of this study was

.05.

addition, descriptive statistics were used to identify,
classify, and clarify the sample, including percentile,
mean, and median.

The
In

Chapter IV
The Outcome
Rural community leaders hold a position of authority
and have the power to influence activities within the
community.

Research has not addressed the role of the rural

community leader in gaining acceptance for the services of
the nurse practitioner in a rural community.

The purpose of

this study was to explore the relationship between the rural
community leader's knowledge regarding the role of the nurse
practitioner and the rural community leader's acceptance of
the nurse practitioner into the community health care
system.

A descriptive correlational design was employed.

This chapter will include a description of the sample, a
review of the data analysis, and other findings.
Description of the Sample
The sample for this study was obtained from a rank
ordered listing of 250 rural community leaders in a rural
northeast county of Mississippi.
comprised the sample.

A total of 15 subjects

Leadership positions varied from

hospital board members to a local plant manager.

A summary

of leadership positions held by the participants is
presented in Table 1.
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Generally, the rural community leaders were middleaged, male, married, and parents.
age from 34 to 78 (M = 54).
participants
(n = 15).

Participants ranged in

The majority of the

(67%) were male (n

=10)

and 33% were female

The education level of the participants ranged

from 12 years to 19 years with a mean of 15.5 years.

Two of

the participants were single (never married) and 2 were
divorced, while 11 were married.

The number of children

ranged from 0 to 4.
Table 1
Leadership Position of Participants by Frequency and Percent

Position Held

F

%

Hospital Board Member

3

20.0

Hospital Administrator

1

6.5

Hospital Medical Record Director

1

6.5

Director of Nursing - Nursing Home

1

6.5

City Mayor

1

6.5

City Alderman

1

6.5

Pharmacist (Retail)

1

6.5

President, Economic Development Council

1

6.5

Superintendent of Education

1

6.5

Newspaper Owners/Publishers

2

13.3

Plant Manager

1

6.5

Note.

N = 15.
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Data Analysis
The hypothesis for this research was;

There is a

positive relationship between knowledge about the nurse
practitioner role and acceptance of the nurse practitioner
role by rural community leaders.
the Pearson r correlation.

Data were analyzed using

Since r(15) = .15096, p < .05

with a critical value of .442, the hypothesis was accepted.
Additional Findings
Instruments used for this study were modified from the
Kviz et al.

(1983) research.

Only content validity was

established; therefore, the questions were analyzed to
further establish validity.

The eight knowledge questions

were ranked according to participants’ knowledge lev e l .
results of this analysis are presented in Table 2.

The

The rank

of 1 indicated that participants did have knowledge and the
rank of 8 indicated less participant knowledge.

The eight

knowledge questions also are reported as percentage of
participants who had knowledge of the item ranging from 40%
to 80%.
Likewise, the 16 acceptance questions were ranked
according to participants’ acceptance of the nurse
practitioner role.

The results of this analysis are

presented in the same manner as Table 2.

Percentile scores

of acceptance ranged from 73% to 88% (see Table 3).
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Table 2
Analysis of Modified Kviz Knowledge Questionnaire

Rank

Knowledge Questions

%

1

Diagnosis and treat minor illness

80.0

2

Counsel patients

80.0

3

Decide when to refer to doctor

73.3

4

Diagnosis and treat minor injuries

73.3

5

Prescribe medication and treatment

53.3

6

Perform history and physical exam

46 .7

7

Treat chronic diseases

46.7

8

Perform minor surgical procedures

40.0
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Table 3
Analysis of Modified Kviz Acceptance Questionnaire

Rank

%

Description of Acceptance Item

1

Visit N.P. rather than E.R.

88.25

2

County would benefit from N.P.

85.50

3

Counsel patients

83.25

4

Medicare & Medicaid reimbursement for NP

81.75

5

Diagnosis and treat minor illnesses

81.75

6

Decide when to refer to doctor

80.00

7

Diagnosis and treat minor injuries

80.00

8

Prescribe medication and treatment

80.00

9

Would obtain services of NP

76.25

10

Perform history and physical exam

75.00

11

Recommend NP to friends

73.25

12

Recommend NP to employees

73.25

13

Local hospital should financially
support NP

73.25

14

Allow NP to admit to hospital

73.25

15

Treat chronic diseases

73.25

16

Perform minor surgical procedures

73.25

Note.
Room.

N = 15.

NP = Nurse practitioner.

ER = Emergency

37
Further analysis was performed on the knowledge and
acceptance questions.

A Pearson r statistical analysis was

performed for each knowledge question and acceptance
question.

Only significant findings are reported.

Only two

knowledge questions correlated significantly with acceptance
at the .05 level.

Knowledge question number 1 , "Did you

know a nurse practitioner can perform a complete history and
physical exam?" correlated positively with 10 acceptance
questions.

Correlation coefficients ranged from .136 to

.375 for knowledge question number 1 (see Appendix G ) .
Knowledge question number 7, "Did you know a nurse
practitioner can prescribe medications and treatments?"
correlated with all 16 acceptance questions.
the correlation was negative.

In nine cases

Correlation coefficients

ranged from -.040 to .218 (see Appendix G ) .

Chapter V
The Outcome
The purpose of this study was to explore the
relationship between rural community leaders' knowledge of
the nurse practitioner role and rural community leaders'
acceptance of the nurse practitioner as part of the
community health care system.

King's (1981) conceptual

framework for nursing provided the direction and structure
for this descriptive correlational study.
for this study was;

The hypothesis

There will be a positive relationship

between knowledge about the nurse practitioner role and
acceptance of the nurse practitioner role by rural community
leaders.
Rural community leaders (N = 15) from a north
Mississippi community were selected to participate in this
research.

Two questionnaires were used to collect data in

face to face interviews.

The Modified Kviz Knowledge

Questionnaire measured knowledge of the rural community
regarding the nurse practitioner role.

The Modified Kviz

Acceptance Questionnaire measured acceptance by the rural
community leader for the nurse practitioner role.

Data were

analyzed using a Pearson product moment correlation.

The

findings indicated a positive relationship between knowledge
38
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and acceptance.

Since r(15) = .15096, £ < .05, the

hypothesis was accepted.
Discussion and Conclusions
Rural community leaders have not previously been
studied as a group regarding knowledge and acceptance of the
nurse practitioner role.

Previous studies have examined

acceptance of the nurse practitioner role among consumers
and physicians.

However, the results of this study are

comparable to results found among consumers.

Kviz et al.

(1983) noted a favorable acceptance rate (63.4%) among
consumers in the midwestern United States.

Likewise,

Smith and Shamansky (1983), Shamansky et a l . (19 85), and
Shamansky and St. Germain (1987) also found favorable
acceptance for the nurse practitioner role among consumers.
The findings of this study indicated that rural community
leaders also accept the nurse practitioner role.
Analysis of the Modified Kviz Knowledge Questionnaire
indicated that rural community leaders lacked knowledge
regarding the nurse practitioner role in only three a r e a s .
Less than half (46.7%) of the participants were aware that
nurse practitioners can perform complete physical
examinations, treat chronic diseases (46.7%), and perform
minor surgical procedures

(40%).

These findings indicate

that overall rural community leaders generally have a broad
knowledge base regarding the nurse practitioner role (see
Table 2).

40
Analysis of the Modified Kviz Acceptance Questionnaire
indicated that rural community leaders accept the nurse
practitioner r o l e .

None of the acceptance questions fell

below the 50% level, and the lowest level of acceptance was
73.25%.

Eight (50%) of the questions were above the 80%

level of acceptance, and the remaining eight questions are
in a narrow range of acceptance between 73.25% and 76.25%.
These findings indicate that rural community leaders
generally have a high acceptance level for a broadly defined
role for the nurse practitioner.
A majority (88%) of the rural community leaders
indicated a preference of visiting a nurse practitioner
rather than driving a distance of 20 miles to an emergency
room staffed by a physician.

This preference addresses the

issue of accessibility and confirms the statement of the
Director of the Division of Planning and Resources,
Mississippi State Health Department (personal communication,
October 19 89) that the distribution of primary care
providers in Mississippi continues to be an issue.

In

addition, the fourth ranked acceptance item (81.75%)
indicated that rural community leaders accept the concept of
equity in reimbursement between nurse practitioners and
physicians.
These two findings indicated that rural community
leaders are concerned with accessibility of health care and
equity regarding reimbursement issues.

The nurse
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practitioner can provide essential education and marketing
that addresses both issues.
Knowledge questions 1 and 7 were significantly
correlated with each acceptance question.

These questions

address functions that have generally been considered within
the traditional realm of the physician.

Rural community

leaders did not have knowledge that these also are functions
within the realm of the nurse practitioner (see Appendix G ) .
These findings highlighted a major gap in education and
marketing activities.

Nurse practitioners need to explain,

educate, and market the expanded role to consumers and rural
community leaders.
This study was conducted using King's
framework for nursing.

(1981) conceptual

The social system component of

King's framework provided the structure and direction for
the research.

The components of the social system include

organization, authority,
making.

influence, power, and decision

All of these components are vested with the rural

community leader.

Before the nurse practitioner can reach

the individual, the social system must interact with the
nurse practitioner to establish the role as a legitimate
component of the social system with which the community
interacts.

In the past, education and marketing activities

have been directed to the individual consumer.

This study

documented that rural community leaders need knowledge about
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the nurse practitioner role to influence acceptance,
admittance, and sponsorship within the community.
The findings of this study can be utilized by nurse
practitioners when developing educational and marketing
plans.

This research revealed that rural community leaders

are a prime target for educational programs regarding the
role of the nurse practitioner.

The rural community leaders

have a desire to ensure quality health care for their
communities.

Rural community leaders also are consumers of

health care.

This group needs and would benefit from

information regarding the nurse practitioner role.
Marketing strategies that might be derived from this
study include personal communication with rural community
leaders, private meetings to explain the role of the nurse
practitioner, and face-to-face interactions that facilitate
increasing the knowledge level of rural community leaders.
Gardner and Weinrauch (1988) emphasize reputation and
respect among peers and community officials as being an
essential aspect of marketing of services.
The findings of this study should be viewed cautiously
because of the small sample size of participants, the
exclusion of other leadership positions, and the rural
geographic location for the study.
generalization of the findings.

These factors limit the
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Implications for Nursing
Marketing efforts may determine the success or failure
of the nurse practitioner.

The findings of this study can

direct marketing activities to those in powerful positions
as well as to those with limited decision-making power.
This study highlights several areas that need increased
marketing attention.

Accessibility is a major issue.

Nurse

practitioners in small rural communities can increase the
public's accessibility to primary health care.

Nurse

practitioner numbers may be small, but their approach to
care is holistic.

The holistic approach is comprehensive

which leads to cost effectiveness.

Through the holistic

process, the nurse practitioner can decrease utilization
without compromising quality.

Decreasing utilization can

lead to lower health care costs and increase accessibility
which can ultimately lead to more money for increased
services.

This message needs a marketing voice.

Education and marketing activities will also help
explain the expanded role.

Evidently few people,

including

rural community leaders, are aware that nurse practitioners
can perform physical examinations and prescribe medications.
This is the expanded role and nurse practitioners need to
work to get the message to the public.

Nurse practitioners

are perceived as just another nurse until the public has an
individual encounter and realize the scope of the services
provided.

Nolan et al.

(19 88) found that the most common

44
marketing strategy used by nurse practitioners was verbal
identification of oneself as a nurse practitioner.

More is

needed, specifically education regarding the scope of the
expanded role.
Recommendations for Future Research
Recommendations for future research include :
1.

Replication of study using a larger sample size

with different community leaders to determine if results are
applicable to larger and more diverse groups.
2.

Replication of study in more metropolitan areas to

determine if results are generalizable to other locations.
3.

Replication of study using a different data

collection technique to remove the bias of personal
interaction and influence.
4.

Replication of the study to refine the instruments

and establish reliability and validity.
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Modified Kviz Knowledge Questionnaire
Assessment of Knowledge
The following questions are designed to assess your current
knowledge regarding the nurse practitioner and their role in
health c a r e . Please answer each item with a "Yes" or "No."
Did you know that the following activities/procedures are
appropriate, legal, and usual for the NURSE PRACTITIONER
(NP) to perform?
K-1

Perform a complete routine physical e x a m ? _______ Y__ N__

K-2

Decide whether or not you need to see a
doctor when you go to a doctor's office
or clinic?.......................................... Y_ N__

K-3

Diagnose minor illnesses such as upset
stomach or sore throat?........................... Y_ N__

K-4

Diagnose minor injuries such as sprains,
bruises? ......................................

._Y__ N__

K-5

Treat chronic disease such as diabetes,
high blood pressure, arthritis?...................Y_ N__

K-6

Perform minor surgical procedures such as
putting in stitches or removing w a r t s ? ...........Y_ N__

K-7

Prescribe medication and treatment for
minor illness or injury such as flu, back
pain, obesity, viral gastroenteritis?............ Y_ N__

K-8

Counsel patients regarding family planning,
weight reduction, stress management, smoking
cessation, and medication u s e ? .................... Y_ N__

Researcher adapted from Kviz, Misner, & Vinson (1983).

APPENDIX B
MODIFIED KVIZ ACCEPTANCE QUESTIONNAIRE
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Modified Kviz Acceptance Questionnaire
Assessment of Acceptance
The following questions are designed to assess your
acceptance regarding the nurse practitioner and
their role in health c a r e . Please rate each item on a scale
of 1-4.
4
3
2
1

=
=
=
=

Strongly Agree with this statement
Agree with this statement
Disagree with this statement
Strongly Disagree with this statement

A-1.

I, or my family, would visit a NP.

A-2.

I would recommend a NP to my friends and to my
neighbors.

A-3.

I would recommend a NP to my employees?

A - 4.

It would be a good thing for the people of
Yalobusha County to have a NP in the county.

A-5.

The hospital should help
a NP get started
(financially) just as the hospital has helped
physicians get started in the past.

A-6.

I feel a NP should be paid by Medicare and
Medicaid in the same way a physician is paid.

A - 7.

If I had a migraine headache and all the doctors'
offices were closed, I would go to a NP before I
drove to an ER 20 miles away.

A-8.

I would be admitted to the hospital by a NP.

A-9.

I would allow a NP to perform a complete routine
physical examination.

A-10.

I would allow a NP to decide whether or not I
need to see a doctor when I go to the doctor's
o ffice.

A - 11. I would allow a NP to diagnose minor illnesses
such as an upset stomach or sore throat.
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A - 12. I would allow a NP to diagnose minor injuries
such as sprains, bruises.
A-13.

I would allow a NP to treat chronic disease such
as diabetes, high blood pressure, and arthritis.

A-14.

I would allow a NP to perform minor surgical
procedures such as putting in stitches or
removing w a r t s .

A - 15. I would allow a NP to prescribe medication and
treatment for minor illness or injury such as
flu, back pain, obesity, and viral
gastroenteritis.
A-16.

I would allow a NP to counsel me regarding family
planning, weight reduction, stress management,
smoking cessation, medication use, e t c .

Researcher adapted from Kviz, Misener, & Vinson (1983).
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M

ississippi
T TMT\/1h r

for^

Vice President for Academic Affairs

OMEN
C olum bus, M S 39701

March 21,

1990

Ms. JoAnn Vnndcrgrltf
Division of Nursing
Campus
Dear Ms. Vnndergriff:
The Commi f fee on Use of Human Subjects in Experimentation has recommended
■'Approval of your proposal "Rural Community Leaders Acrptance of the Nurse
Practitioner Role:
The Relationship Between Knowledge and Acceptance." I am
happy to approve their recommendation.
Sincerely,
c.

1^er <*J ~ ~

/ <«t.

Dorothy Burdeshaw
Interim Vice President
for Academic Affairs
DR :wr
cc:

M r s . Mary Pat Curtis

W here Excellence is a T radition
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Consent Form

Agreement to Participate in Research Study
I understand that Jo-Ann M. Vandergriff is enrolled in the
masters program (Family Nurse Practitioner) of Mississippi
University for Women at Columbus, Mississippi, and she is in
the process of collecting information for her thes i s . The
purpose of the thesis is to determine the relationship
between knowledge and acceptance among rural community
leaders regarding the role of the Family Nurse Practitioner.
I understand a questionnaire will be administered to collect
information regarding nurse practitioners. The estimated
time required for the questionnaire is one hour.
I
understand that I will be able to discuss the concept of the
nurse practitioner with her and ask her questions about the
role of nurse practitioners in Mississippi.
I understand
that all information will be confidential.
By my signature below, I volunteer to participate in the
data collection portion of the thesis of Jo-Ann M.
Vandergriff.
I am not required to participate, and I may
withdraw my consent at any time.
While the study may
produce information useful to nurses, there is not
necessarily any benefit to the participant.

SIGNATURE

DATE

APPENDIX E
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Demographic Data
Knowledge and Acceptance of the Nurse
Practitioner Role by Rural Community Leaders
Variable

Code

Label

Description

01

1-3

PCODE

Study Participant Code

02

4-5

PAGE

Participant Age

03

6-7

PEDUC

Years Education

04

08

PSEX

Sex
1 = Male
2 = Female

05

09

PMARIT

Participant Marital Status
1 = Married
2 = Single
3 = Divorced
4 = Widowed

06

10

PRACE

Participant's Race
1 = Black
2 = White
3 = Hispanic
4 = Other

07

11

PINC

Participant Family Income
1 = < $ 10,000
2 = $ 10,001 - $ 20,000
3 = $20,001 - $30,000
4 = $30,001 - $40,000
5 = $40,001 - $60,000
6 = > $60,001
7 = Declined information

08

12-13

PCHILD

Participant's Number of
Children

APPENDIX F
PERMISSION TO USE TOOL

60

UlC
The University of Illinois at Chicago
Community Health Sciences (M/C 923)
School of Public Health
2035 West Taylor Street
Chicago. Illinois 60612
(312) 996-8866

No v e m b e r 9 , 1989

Jo-Ann McCullar Vandergriff
Route 4
Box 278-B
W a t e r Valley, M i s s i s s i p p i
38965
D ear Ms.

Vandergriff:

P lease feel free to use the instrument from m y rese a r c h
r e p o r t e d in Jou r n a l of Commu n i t y H e a l t h . I h ave e n c l o s e d a copy
of the rele v a n t p art of the ques t i o n n a i r e for y o u r reference.
Y our r e s e a r c h sounds interesting.
well.

I hope that all goes

sincerely,

Frederick(J. ^ v i z v Ph.D.
Associate professor
FJK/aj
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